Tuberculosis [TB] usually has prolonged course and not identified before it becomes a full blown disease. TB scaphoid is very rare accounting for less than 1% of all musculo skeletal TB.Scaphoid has a precarious vascularity in which the proximal pole receives the blood supply from the distal pole through the waist of scaphoid which is the narrowest and weakest part of scaphoid; hence fracture is very commonly suspected and most commonly occurs in waist causing proximal pole prone for avascular necrosis and bone resorption. TB scaphoid has been commonly reported due to dog bite or IV canulation 12 but not otherwise. Our patient is a 79 years old male patient with no history of any injury, presented to us with wrist pain and difficulty in using the wrist. On examination he had swelling over dorsal aspect, anatomical snuffbox tenderness with range of movements restricted due to pain but no localized warmth or erythema. There was no neuro vascular deficit. We took an X-ray and found that there ismore than three fourths resorption of proximal pole of scaphoid.
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We investigated the patient. He had elevated polymorphs 72% (normal 45 -70%) in total blood count, C -Reactive Protein(CRP) is 2. We did a magnetic resonance imaging (MRI) of the scaphoid done. It showed resorption of proximal three fourths of scaphoid, except pisiform all other carpals are involved, small erosion in lateral aspect of distal radius, synovial thickening with effusion in lateral aspect of wrist, around scaphoid and along abductor pollicis longus and extensor pollicis brevis tendons. Nextdirect smear for AFB, Gram Staining, Fungal Stain and Tissue Culture all came as negative. ELISA screening for HIV for type 1 and 2 came negative.
Biopsy of the scaphoid bone done and it came as tuberculous infection with granulomatous lesion.Under higher resolution it showed slipper shaped epithelioid cells with Langhans Giant Cells surrounded by lymphocytes. Post operatively we started on anti tuberculous treatment. The limb was immobilized in plaster of paris posterior slab for eight weeks. After two months there was excellent range of movements in the wrist with no pain.
Chronic wrist pain is among the most difficult to diagnose 3 .The most common non traumatic causes of wrist pain are tendinitis and nerve problems. Causes of symptomatic inflammation of upper extremity tendons and peritendons are poorly understood 4 .Tuberculosis of wrist is very rare 5 .Foci of infection is usually distal radius and primarily in synovium. From there it permeates into carpals and flexor and extensor tendons. In patients with normal immunity tuberculous infection starts as synovitis and the course is slow. There will be 
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synovial effusion and granulation. The granulation tissue extends onto the bone through synovial reflections and erodes the bone 6 . TB bacilli usually reach the bone through blood via sub synovial vessels directly or indirectly from lesions in epiphyseal bone eroding into joint space. Rarely infection can start in bone and cross infect synovium 11 . If abscess forms it penetrates the bone and periosteum and migrates in various directions along fascial planes. Bone destruction occurs by lysis 8 .ESR and CRP may be increased but they are also increased in many other conditions 7 and not specific but can be sensitive to indicate occult disease 9.
Mohammed Azfar Siddiqui et al in their paper stressed that identifying primary foci will always be difficult 12 .Clinical and radiological diagnosis will give scant information and only high degree of suspicion can lead to diagnosis.Our case had no foci of tuberculosis anywhere else. Nor immune suppressed. He had mild anemia with polymorphosis, newly diagnosed diabetes mellitus only during this hospital visit, not taking any medications, no history of radial artery or any form of IV cannulations in forearm or hand recently. With no predisposing factors he developed TB synovitis of abductor pollicis longus and extensor pollicis brevis, eroded the adjacent lateral aspect of distal radius. Biopsy reported focal areas of abscess which invaded and eroded the proximal scaphoid. He came to as two months after the symptoms started. On taking x-ray we found bony erosion of proximal scaphoid and for two months duration it looked malignant. But when evaluated fully it came as tuberculosis.
Generally in patients with tuberculosis skeletal involvement occurs in 2-3%. Even among these patients involvement of small bones like carpals is rare. When a patient comes to us with pain and swelling in the wrist and clinically having anatomical snuffbox tenderness the first diagnosis will be scaphoid fracture. Even if there is no history of trauma, we can suspect osteoporotic fracture in elderly individuals like our case. Next to fracture, infection should be suspected even if there is no localized sign of infection.Pinar Borman et al in their article 13 has suggested that recent trends show that chances of tuberculosis infection shift to older population with involvement of unusual sites.
Pinar Bormanet al 13 has stated that in patients with tuberculous wrist infections constitutional symptoms are usually absent and mostly they present with pain and swelling. Our case had pain, swelling with restricted range of movements in the wrist but no constitutional symptoms.
Kotwal et al 14 has described after reviewing 32 cases that the treatment can include anti tuberculous treatment for eight weeks. Only in those cases where there is no response we should do open or arthroscopic debridement. Incision and drainage of abscesses can be done.The treatment consists of anti tuberculous treatment with immobilization with slab or cast in functional position is the preferred treatment. After the acute phase goes off wrist arthrodesis in 10 0 can be considered 2, 10 . Our case has some typical features like x -ray showed only resorption of three fourths of scaphoid without showing involvement of any other structure. The duration is very short with no history of trauma and the amount of erosion with such a short duration in an old man made us suspect malignancy, on presentation he had pain, swelling with restricted movements but no other signs to suspect infection.
